MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELF
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USE BLACK INK
TYPEWRITER RIBBON

DATE AMENDED

INSTEAD OF

SHOULD READ

DOCUMENT

ITEM NO.

BY AFFIDAVIT OF

Ragistration District No.

3 / 7 Primary Registration District No. \Zg é‘__ﬁngimnr ‘s Nao. __\_5_-_:_2_.7___-..

*63—009757

STATE FILE NUMBER

1. PLACE OF DEATH
a. COUNTY

St. Louils

2, USUAL HESIDENCE (Whara " d.cnud lived.
& STATE MYy ssourtc™Vst, Louils

If institution: Residence bafore
asdmission)

b. Ccl)'ll't\’ {If outside corporate limits, give TOWNSHIP only)
own Lemay

Length of stay in b

32 Monthk.

c. CITY

TOWN Lemay

Inside Limits
Yes [X No O

c. :Lg.ép?_lr.:TEogF {If NOT in hospital, give location)
200 Fannie

Inside Limits

Yes [ Ne[]

d. STREET
ADDRESS

{If cutside, give location)

200 Fannie

Reside on Farm

Yes 1 No (B

INSTITUTION
. MAME OF DECEASED
(Type or print]

First

JOHN

AUSTIN

Middie

DRINEN

Last

4. DATE Month

iAM  Feb, 15,

Day

Year

1963

5, SEX

Male

6. COLOR OR RACE

White

7. Married []

Widowed [ Divorced [

10b. KIND OF BUSINESS OR INDUSTRY

Never Married [] 1

DATE OF BIRTH

/172

9. AGE (last hirthday} [ IF UNDER 1 YEAR

IF UNDER 24 HR

90 Manths

Hours Min.

. TOa. USUAL OCCUPATION {Give kind of work done

duc':'g T‘nf)téfrivﬁrkeinf.lifn, even [f retired)

Retired

Jeff, Co., Mo,

BIRTHPLACE (City and state or country).

12, CITIZEN OF WHAT COUNTRY

USA

13a. FATHER'S NAME

13b. MOTHER’S MAIDEN NAME

14. NAME OF HUSBAND OR WIFE

Frank Drinen

Un

15, WAS DECEASED EVER IN U.5. ARMED FORCES
{Yes, no, orunknown) I (If yes, give war or dates of
o

18. CAUSE OF DEATH (Enter only one cauia per i
PART |. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (s)

Sarah Rulo Drinen(Dec

17. INFORMANT

Address

Genevieve Dugan,200 Fannie,Lemay

%VP'CY{QWQQ\

INTERVAL BETWEEN
ONSET AND DEATH

Y
17 e Ve

DUE TO (b}
which gave riss to

_ sbove causs (a),
stating the under-

Cenditions, if any,
lying cause Iu!.]

DUE TO ic)

evi

PART 11,
disease condition given in PART | {a

IDENT  SUICIDE  HOMICI
ju] g a

OTHER SIGNIFICANT CONDITIOhtS, CONTRIBUTIN

~

DEATH but not related to the terminal

PART IiI. If deceased” was female was
there a pregnancy in last 50 days.

|I:|Ye:] DNuIl:]Unlmuwn

-~

20b. DESCRIBE BOW INJURY OCCURRED. {Enter nature of

njury in PART 1 or PART Il of item 18.)

Hour Month, Day, Year
a.m.
p.m.

20c. TIME OF
INJURY

MEDICAL CERTIFICATION

20d. INJURY OCCURRED
WHILE AT WORK [8
© NOT WHILE AT WORK [}

20e. PLACE OF INJURY (e.g., in or about home,
farm, factory, street, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION

COUNTY

SyTE

Death occurred at.

A -nended the deceased ?W— m_&b._LZrm-

m on the date stated sbove, and to the best of my knowledge, from the causes stated.

nd last 38w i, alive o .

; 3

g )

{Dagree or title)

S DAt peel
2/19/63

23a. . &l
I!EMOVAI. 5
Remova

[ 22b. ADGORE

23¢. NAME OF CEMETERY OR CREMATORY

5t, Stephens

{/

fe

24 .Iﬂlﬂ A
23d, LOCATION (Ci;

22¢. DATE SIGNED

%15,

(State)

/ W, 2
QY T A1l 7
7 town, br county)

Ri hwoods, Mo.

£

34, FUNERAL DIRECTOR ADDRESS

J. LEE MOTHERSHEAD, DESOTO MO,

25. DATE RECD. BY LOCAL

2-/8—
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A Embal;
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_ STATEMENT. BY, LICENSED EMBALMER
:'5:-\;,=.- —|-.,- :“!‘f,‘

| hereby"certify, that fhe body whpsé name is recorded on the reverse side of this certificate was embalmed by me,

or by ' o Student Emba[mer No.

by
[ '

working under my personal s_ﬁpe.r'viéion. ’ ‘ M/J
Student : Signed / KW

Signature of Student Embaimer
Licensed Embalmer No mx L"7l{'5
DeSoto, Mo,

e
oot
Nofe: The above MUST BE SIGNED BY THE LICENSED EMBAUV\ER in his OWN HANDWRITING. (Failure to comply
with-the above constitutes-grounds for revocation of license). . -

If embalmed by a STUDENT he: also shall sign in-his OWN handwrltlng

If th:s bady is not embalmed fact should be o stated above.

AP T T VLN RS P. O. Address




